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ABSTRACT 

The first part of the thoroughly documented report is 
described as an effort to clarify and reemphasize the position of the 
Department of Health* Education* and Welfare with regard to the 
<*two-year moratorium on the enactment of legislation that would 
establish new categories of health personnel." It also presents a 
preliminary assessment of the states* response to the recommended 
moratorium and recommends an extension of the moratorium until the 
end of 1975 to allow a continuation of efforts already initiated. 
Part 2 explores recent developments in the licensure of health 
manpower in the following areas: State studies of licensed health 
manpower; expanding the role of State licensing boards; licensure and 
the interstate mobility of health manpower; proficiency and 
equivalency testing; continuing education and its relationship to 
quality of care; developments in institutional licensure; and the 
foreign medical graduate. It is hoped the document will be useful to 
the States and professions in planning new and innovative directions 
in credentialing, will stimulate increased interprofessional 
communication, and will be the first step toward a comprehensive and 
unified health manpower policy. Ten pages of references* some 
annotated* conclude the report. (Author/NR) 
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FOREWORD 



A major recommendation of this Department's 1971 Report on 
Licensure and Related Health Personnel Credentialing called for a 
two*year moratorium on State legislation that would establish new 
categories of professional licensure for the health disciplines. This 
recommendation, originally proposed by certain national organiza- 
tions, was viewed as an attempt to slow the proliferation of new 
statutes that would further fragment the existing system of health 
manpower regulation. While a two-year period was recognized as 
being too brief for definitive answers, it was hoped that during this 
time sufficient innovations would have been launched that the pres- 
ent system of health manpower credentialing could be substantially 
improved. 

In the brief period since the 1971 report was submitted to the 
Congress, and as the initial moratorium period draws to an end. it is 
cLar that more time is needed to assess properly some of the new 
directions that have been taken by State legislatures, licensing 
boards, professional organizations, and the educational community 
with respect to the credentialing of health manpower. In many in- 
stances, we have been gratified that the recommended moratorium 
was instrumental in permitting innovative activities in the States 
and among the professions. Moreover, having a set framework of 
time, the moratorium has served to stimulate activities that may 
eventually lead to solutions as well as to provide an incentive for 
periodic reassessments of the progress that has taken place. 

For these reasons. I am recommending that the moratorium be 
extended for another two years, i.e.. through the end of calendar 
year 1975. It is my hope that, during this time period, the examina- 
tion of licensure and manpower credentialing. which continues as a 
significant Departmental activity, will result in rational manpower 
policies that will reflect the individual competence and proficiency 
of health practitioners and the concomitant availability of access to 
high-quality health care. 

The present report constitutes a much-needed follow-up to the 
1971 report and demonstrates DHEW's firm commitment to estab- 
lish an information clearinghouse on professional licensure. It is our 
expectation that the information on State legislation and profes- 
sional activities contained in this document will be useful to the 
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states ana professions in planning new and innovative directions in 
credentialing. I am confident that this report will stimulate more 
interprofessional communication in the matter of credentialing than 
exists at present. Hopefully, this may be the first step toward a 
comprehensive and unified health manpower policy. 




Charles C. Edwards. M.D 
Assistant Secretary 
for Health 
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THE MORATORIUM 



CHAPTER i 



THE MORATORIUM: 
PRESCRIPTION FOR INACTION OR INNOVATION? 

Introduction 

In 1971, the Department of Health, Education, and Welfare 
(DHEW) submitted a report to the Congress, entitled Report on 
Licensure and Related Health Personnel Credentialing, (1) in ac- 
cordance with the requirements of an amendment to the Public 
Health Service Act (Public Law 91-519, Sec. 799A). The report 
identified the major problems associated with licensure and other 
qualifications for practice or employment of health personnel and 
included specific recommendations for steps to be taken toward the 
solution of these problems. 

One of the recommendations made in the report called for a 
"two-year moratorium on the enactment of legislation that would 
establish new categories of health personnel with statutorilyniefined 
scopes of functions." (2) At the culmination of the two-year 
period, the accumulated findings and impact of recent licensure 
developments were to have been reviewed by DHEW to determine 
whether or not the period of the moratorium should be extended. 
The moratorium issue has stimulated more interest and speculation 
than perhaps any other single position taken In the 1971 report, 
with the possible exception of the recommendation related to insti- 
tutional licensure. (3) Numerous questions have been raised about 
the intent and meaning of the moratorium position. This has re- 
sulted, in some instances, in a number of interpretations that are 
neither internally consistent nor In accord with DHEW's origina' 
intent in recommending the moratorium. 

Given the important policy implications of this concept to the 
States and healtn professions and its centrality to the 1971 report. 
Part One of this follow-up report will address some of the basic 
questions that have been raised with regard to the moratorium: this 
report is, therefore, chiefly an effort to clarify and reemphasize the 
DHEW position. This report will also present a preliminary assess- 
ment of the States' response to the recommended moratorium. Part 
Two contains a number of sections describing significant develop- 
ments that have taken place since the 1971 Report on Licensure 
was submitted to Congress. These two aspects — the moratorium 
and innovative directions in credentialing — should be viewed as 
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complement jry in that the moratorium is not a proposal for inac- 
tion ot passivity, but rather for concrete and affirmative action; 
only in this way can the moratorium be effective. 

What are the objectives of the moratorium and why 
was it recommended: 

The 1971 report examined a number of issues underlying per- 
sonnel licensure m the health field. These included obstacles to 
career and geographic mobility, the general absence of proficiency 
measures as alternative avenues in gaining entry to licensed occupa* 
tions. the emphasis on competence at initial entry rather than at 
periodic intervals in the practitioner's career, and the general frag- 
mentation of the credentialing process. Developmt ' in the educa- 
tion, utilization, and distribution of health m ver generally 
have been recognized as occurring at such a quick ,.jce that creden- 
tialing by means of State licensure presents obstacles to the utiliza- 
tion of new techniques, educational forms, and personnel catego- 
ries. Moreover, health services delivery is being organized in a more 
pronounced "team" structure than in the past, a trend that implies 
a greater interdependence of the health professions. Hence, greater 
flexibility in the credentialing process has been urged as a means of 
adequately responding to the new c-.allenges of manpower training 
and utilization and the concomitant problems of maldistribution. 

A moratorium on statutes that would establish a new licensed 
occupation not already existing in the State is one approach to 
counter the growing proliferation of licensed categories in the 
States. The moratorium was intended to provide the States an op- 
portunity to review their total policy with regard to licensure and 
the credentialing of health personnel rather than the piecemeal 
occupation-by-occupation analysis that had become customary in 
recent years. During this two-year period, the States and health 
professions would be able to address the challenge of (a) formula- 
ting generally acceptable criteria defining those health occupations 
and tasks that require State regulation, (b) examining the feasibility 
of alternatives to licensure as a means of ensuring high-quality 
health care, and (c) assessing the growing number of studies and 
recommendations in the field of manpower credentialino. 

The moratorium, therefore, was aimed toward preventing the 
proliferation of rigid systems and subsystems of credentialing that 
did not build upon the alternatives and innovations presently under 
development. While terms such as "stop-gap" or "holding action" 



have been used in conntu tiun with the moratorium, the proponents 
of this position are in agreement thM it was not intended as a cal) 
for inaction or for simply maintammg the status quo of licensed* 
versus-unlicensed health occupations. Moreover, it opened up the 
fundamental question of defining the criteria that should be met to 
justify a State*s licensure of a given occupation; as well as the 
corollary that, even if licensure can be justified, is it the most 
effective means of quality assurance in the given discipline? (4) 

These broad objectives of a licensure moratorium can be 
achieved by means of an affirmative and dedicated commitment to 
address the issues cited above and examined, in great detail, in the 
f97t Report on Licensure. 

These objectives cannot be achieved by adopting an attitude of 
passivity or inaction or by hoping that in time the problems will go 
away. For this reason, DHEW applauds the action taken by certain 
States and organizations in recently making this commitment to 
address the issues, to experiment with and demonstrate new ap^ 
proaches in credentiahng, and to refrain ftom enacting new practice 
acts that follow old models of credentialing. 

Did the moratorium concept originate with DHEW? 

The DHEW •^eport, y/hile recommending adoption of a morato- 
rium on licensure, did not originate the concept but rather endorsed 
a position that had previously been taken by two national health 
organizations: the American Hospital Association (AHA) and the 
American Medical Association (AMA). (5) Other organizations 
have also taken this position. Including: the American Nurses* As* 
sociation, the National League for Nursing, and numerous State 
professional associations* Thus, the moratorium was not a Federal 
initiative, but rather a cooperative effort on the part of DHEW and 
a number of professional organizations. The characteristic that dis* 
tinguished the DHEW position on moratorium, however, was its 
two-year duration. Neither the AHA nor AMA leports specified any 
time limitation for the moratorium, e.g., the AHA report described 
the moratorium as a ''holding action until long-range solutions are 
developed/* 

What occupational categories are included in the moratorium? 

It has been suggested that the primary objective of the morato- 
rium was to stem the proliferation of new occupational categories 
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where the |>ii?sent state'of«the«art with regard to functions and re- 
sponsibilities is uncertain. Followsng this line of reasoning, It is 
argued that the moratorium was directed solely at new categories, 
but not at older or better defined categories. This reasoning may be 
employed with much success by proponents of licensure In States 
that are considering whether or not to license a particular health 
category; however, it does not reflect the intent of DHEW in urging 
adoption of a moratorium. 

The DHEW licensure report stated with deliberate emphasis 
that the recommended moratorium "should apply to all unlicensed 
personnel categories in a given State, although that category is al- 
ready licensed in other States." (6) The AHA and AMA reports, 
too, called for a moratorium on licensure of any new or additional 
occupational categories. (7) This includes, therefore, even the rela- 
tively well-defined categories and those that are already licensed in 
mjfiv Slates. This position reflects the basic intent of the morato- 
rium, which went beyond the concern with newly emerging catego- 
ries of personnel: the moratorium was geared toward the entire 
range of complex problems in health personnel credentialing. 

Does the moratorium apply to physician assistant legislation? 

In answering this question, it is important to distinguish be- 
tween two basic legislative approaches relating to the physician 
assistant. One approach accomplishes formal licensure of the physi- 
cian assistant in ways similar to the other licensed health occupa- 
tions. This approach entails defining a scope of practice; spelling 
out the requirements for obtaining a license; and, depending upon 
whether it is n mandatory or permissive practice act, prohibiting 
individuals who 2*e not duly licensed from either practicing or using 
the title of the particular discipline. To date, there has been only 
one generally-cited instance in which a State legislature established 
a new licensed category of physician assistants: i.e., the Colorado 
"child health associate"; however, some States recently have en- 
acted licensure laws for emergency paramedics that are, in essence, 
physician-assistant practice acts of limited scope. The Colorado 
Child Health Associate Act has been critically examined in the 
recent literature: (8) its provisions are almost indistinguishable 
from the familiar model of health practice acts. 

The second and more common legislative approach follows the 
format of permitting the delegation of certain tasks by the physi- 
cian to a physician "extender": i.e., a physician assistant, nurse 
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practitioner* or other qualified individual. Although the legislative 
requirements vary from State to State (see Table 1, pp. 12-13). and 
some States delegate considerable authority to the boards of medi* 
cal examiners while others do not, the fundamental characteristic of 
this approach is that it does not establish a new licensed category. 

The DH£W report clearly stipulated, as did the AHA and AMA 
reports, that the moratorium does not preclude amendments to 
expand existing practice acts* (9) The DHEW report then went on 
to encourage the States to move in this direction; 

Att States are urged to tat<e action that will expand the func- 
tional scopes of their health practice acts and that will extend 
broader delegational authority—both of which will facilitate the 
assignment of addttionat tasks to qualified health personnel. 
(10) 

Thus, the moratorium would apply to legislation modeled upon 
the Colorado Child Healtii Associate Act but not the more common 
form of physician assistant legislation. Of course, even the latter 
form of legislation can produce a de facto licensed category. This is 
especially so in States where the regulations promulgated to execute 
such enactments contain specific and minute detail as to the etigibiU 
ity requirements and scope of worl< that may be legally delegated to 
the physician assistant. Such close definition, coming at this time, 
may threaten the viability of this manpower category as it is very 
much in a process of development. In recommending that practice 
acts be expanded to permit delegation of functions to physician 
assistant personnel, the OMEW report certainly did not call for an 
"'administrative licensure*' of this category, as appears to be deveU 
oping in some States. (11) 

When did the moratorium begin? 

In part, the confusion surrounding this question is due to the 
fact that the AHA and AMA reports were released in November and 
December of 1970, while the DHEW report was submitted to the 
Congress in July of 1971. It is only with the DHEW model — 
recommending a "two-year moratorium** — that question of a be- 
ginning date has any relevance. DHEW recognized the opportunity 
to lend greater impetus to the eventual implementation of a mora- 
torium by recommending it in its report to the Congress. The report 
was submitted to Congress on July 28, 1971 « at which time most 
State legislatures had already adjourned; moreover, it was not 
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widely Uisttibiitoil until oaily 1972. The two.year period of morato* 
rium began tn J.itJUdry 1972 and tefminates at the end of calendar 
year 1973. 

What happens at the end of the two years? 

This question almost begs another, more fundamental queS' 
ticn. Why did DHEW call for a two-year moratorium when no such 
limitation was recommended m the AHA and AMA reports? These 
reasons relate to the discussion above of the moratorium's objec- 
tives. The moratorium was not viewed as an end in itself or as a 
panacea for resolving the complex problems underlying the system 
of licensure. Instead, it was seen as a means by which concomitant 
steps and developments might be made possible — that could then 
point out new directions and alternatives in credential ing. 

For this reason, an arbitrary time-limit was placed on the mora- 
torium to emphasize that it was to be assessed in the larger context 
of current activities and projects relating to licensure and credential- 
ing. Breakthroughs were not expected in this two-year period. The 
moratorium is but one of a series of action proposals. The purpose 
and aims of the moratorium will have been achieved to the extent 
that States and professional organizations begin to address seriously 
the Issues of national standards, career mobility, proficiency and 
equivalency features, the foreign graduate, continuing education 
and periodic relicensure, effective disciplinary procedures, and alter- 
natives to individual licensure. If, however, these Issues are not 
addressed and the moratorium is seen as a prescription for inaction, 
the moratorium will have achieved nothing. 

Thus, the two-year period was arbitrarily chosen to tie the 
moratorium to a set of deliverables. The moratorium is certainly 
not going to preclude the need fo" continuing efforts and commit- 
ments beyond that period: i.e., the end of 1973. The two-year 
period should be viewed as an important, but preliminary, effort to 
resolve the problems in the present credentialing system. 

Extension of the moratorium 

Inasmuch as the fundamental issues analyzed in the 1971 
report remain unresolved, the Department of Health. Education, 
and Welfare has recently taken the position, as stated in the 
Foreword to this Report by the Assistant Secretary for Health, 
recommending that States extend the moratorium on licensure for 
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another two-year period. This extension will enable the States and 
professional organizations to continue the efforts that have been 
initiated in addressing the critical issues that underlie credentialing 
of health manpower. Some States will have the opportunity to learn 
from the example of other States that have conducted important 
demonstrations during the first two-year period. A two-year exten- 
sion, rather than an unlimited moratorium. Is recommended. The 
moratorium would be reexamined at the end of 1975 ~ at which 
time additional action steps would be recommended by DHEW. 

What State activity has taken place during the 
recommended moratorium? 

In dete. mining the impact of the moratorium on licensure, an 
effort has been made by DHEW in two ways to obtain information 
on how this policy has been implemented in the States. 

First, a compilation was made of legislative bills introduced in 
1972 that would have established licensure for a health occupation. 
(Table 2, pp. 14-15.) Each of these bills was reviewed to determine 
if the intent of the bill was. In fact, to require licensure of a health 
personnel category that was not previously licensed in the State. In 
some instances, terms other than "licensure" may have been used in 
the bill: e.g.. "certification" or "registration": however, if the bill 
was interpreted as clearly establishing a State licensure requirement, 
it was so recorded. 

Table 2 indicates that as many as 30 of the 37 State legislatures 
in session in 1972 formally considered legislation to establish a 
licensure requirement for a total of 14 categories of health man- 
power. Nine states considered requiring licensure for three or more 
health occupations that were not previously licensed in these states. 
As many as 19 States considered licensure bills of a single category, 
ambulance attendants or drivers — six of these bills were enacted; 
four, speech pathologists and audiologists; and one each for psy- 
chologists, opticians, and physical therapy assistants. Thirteen bills 
to establish licensure were thus actually enacted into law in 11 
States. 

Considerable legislative activity in 1972 related to the physician 
assistant. But inasmuch as this activity was largely concerned with 
expanding the range of legal delegation to physician assistants 
rather than the establishment of new practice acts, as described 
above, it is not included in the present discussion. 
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Although Table 2 suggests some interesting variation among the 
States, it is at best only a rough measure of the actual response by 
the States to the licensure moratorium. The reasons for this are 
many: first* comparable information is not available on legislative 
activity in years prior to the recommended moratorium. Conse- 
quently* it is not known whether or not the number of new oractice 
acts enacted represents a net decline in such activity as compared to 
previous years. 

Second, the fact that licensure bills were introduced i:» some 
States and not in others need not suggest that the legislatively active 
States did not endorse the moratorium, inasmuch as the source of 
these bills is typically an organized professional group with an inter* 
est in achieving licensed status by the State, (12) generally, it is not 
difficult for the group to obtain introduction of such legislation. 
Thus, the bill may be introduced despite a recognized legislative 
pronouncement in support of the moratorium. Indeed* this is so 
even in States that have enacted licensure statutes in 1972. Not- 
withstanding a State's adoption of the moratorium, the unique 
political factors in each instance may be responsible for the actual 
enactment; although the general policy of the State legislature ad- 
hered to the concept of the moratorium, 

A third point is essentially the converse of the above argument. 
In some States, licensure bills were not introduced in 1972. This 
fact does not necessarily mean that the States adopted a morato- 
rium; there simply may not have been any interest or support for 
such bills. 

Another factor that should be considered in assessing the 
States' response to the moratorium is the question as to whether 
some States were even aware of the recommended moratorium. 
Thus, while a number of national and State organizations took very 
firm positions in support of the moratorium, it is entirely reason- 
able to expect that some legislatures were completely unaware of 
the issue and accordingly acted in 1972 just as they would have 
acted in previous years. 

Largely to supplement the information in Table 2 and to re- 
solve some of the problems cited above, a second method was em- 
ployed to obtain data on the States' response. The DHEW Regional 
Offices were asked to provide information on the States' response 
to the moratorium by contacting sources in each State including the 
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State Comprehensive Health Planning agency* State leaislative staff 
members, and professional associations* 

This Information, while not complete, complemented the data 
in Table 2 insofar as It provided a more positive identification of 
State policy than the legislative activity recorded in Table 2. It was 
not clear, however, in all cases whether adoption or rejection of the 
moratorium policy was legislatively determined, such as the 
currently*pending House resolution in Massachusetts to establish a 
moratorium, (13) or whether some informal accommodation was 
made by legislatures and/or certain administrative agencies. Accord* 
ingly, this information was provided in some cases and not in 
others. 

Four States — Alaska, Colorado, Kansas and Nevada — were 
identified, in this process, as having formally adopted a moratorium 
on licensure. In 1972, no new licensed health occupations were 
established in these States. Although licensure bil!s were introduced 
in Alaska and Kansas (Table 2), none was enacted into law. No such 
bills were introduced in Colorado, and the Nevada legislature was 
not in session in 1972. In addition, 30 other States v\ 4' } tentatively 
identified as informally adopting the moratorium. Of the 11 States 
enacting licensure laws in 1972 (Table 2), nine States were identi* 
fied by the DHEW Regional Offices as belonging to the group that 
informally adopted the moratorium. Only Idaho and Louisiana 
were considered to have failed to adopt the moratorium. Thus, as 
noted earlier, even though the general policy of a State legislature 
reflected adherence to the moratorium, individual attempts at 
enacting licensing legislation were, at times, successful. 

Again, while the information obtained from the DHEW 
Regional Offices is only a rough measure of the current status of 
the moratorium, it would appear that about two*thirds of the States 
have adopted either a formal or informal moratorium on further 
licensure. Whether or not this will influence the outcome of new 
licensure bills to be introduced in the forthcoming legislative ses* 
sions remains to be seen. Given the increasing concern by the States 
with the issue of credentiaUng health manpower, passage of licen* 
sure laws may become considerably more difficult to obtain. 
Already, certain States are embarking in new directions that would 
update and reform their present licensure systems. The moratorium 
can provide the States with an important intermediate step in 
attaining this objective. 
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In sumnury, the impact of the moratorium issue may be 
viewed in two ways. First, by the actual legislative behavior with 
respect to new licensing — the data that lias been compiled is not 
without deficiencies, but it does identify, for the first time, the 
degree of legislative activity in this area. A second method of assess> 
ing the impact of the moratorium is to examine during this two- 
year period what positive and innovative measures have been taken 
by the States - measures that may have profound impact on the 
future training, utilization, and distribution of health manpower. 
The effect upon the future is. of course, the ultimate contribution 
of the moratorium; it is within this context that the moratorium 
should be recognized as a prescription for innovation rather than 
inaction. 
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PART TWO 



RECENT DEVELOPMENTS IN THE 
LICENSURE OF HEALTH MANPOWER 



23 



As slotod iu one tocent report: 



Qefore a State can put tts licensing house in order, a compre* 
heni»ive survey needs to be conducted of the situation as it 
presently exists. Detailed information is needed about which 
occupations are licensed . . . tfie logiilative authority under 
which various boards operate; about the ways in which they 
conduct their business, including finances and the costs of con- 
ducting programs; about the number of people licensed in vari- 
ous categories; about the ways In which competency is tested, 
about the pass-fall rates for different segments of the popula- 
tion; and about the ways in which complaints from the public, 
inspection activities, and disciplinary action are handled. (14) 

The moratorium should give the States time to undertake such 
a comprehensive survey. Each State could then reassess its present 
licensing system and identify those a'eas in which the system Is 
adequate and those in which alternative approaches are needed. A 
comprehensive survey of the present licensing structure does not 
imply that the structure should be substituted by something else. 
Given the present state of assessment methodology, licensing with 
appropriate Innovative changes may constitute the best available 
means of quality assurance in certain disciplines. Research on licens- 
ing specifically should not be construed as a determination that it — 
and not some other credentlaling mechanism — is the best assurance 
of provider competency. Just as It is reasonable that certain man- 
power categories will be found to require State licensure; others, 
although presently licensed, may be found not to justify licensure. 

The report of the New Jersey Professional and Occupational 
Licensing Study Commission (15) may provide a useful model for 
State licensing studies. One important aspect of this study was that 
State legislators were included among the Commission members. In 
so doing, three major purposes can be served: (a) the legislators will 
be exposed to any complexities and inadequacies of the licensing 
structure; (b) they will be able to assess individual pieces of legisla- 
tion more objectively; and (c) as legislators, they will have a direct 
influence in implementing whatever recommendations are made. 

Bills introduced to license new professions generally have the 
organized support of the professions seeking licensure. (16) Because 
there is usually no comparable group to present other viewpoints, 
the legislature may acquire an unbalanced impression of the actual 
need for such status. Commissions that Include legislative memt)ers 
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could, theroforc, provide greater balance by virtue of building this 
expertise into the legislature, perhaps, by irtUpducing certain pre* 
determined criteria against which the need to license new categories 
can be rreasured. The New Jersey Commission's criteria for licens* 
tng groups are: 

Their unregulated practice can clearly harm or endanger the 
health, safety and welfare of the public and when the potential 
for harm is easily tci ogr)izal)ie and not remote or dependent 
upon tenuous argument; and, 

The public needs, and will benefit by. an assurance of initial 
and continuing professional and occupational ability; and. 

The public is not effectively protected by other means; and. 

It can be demonstrated that licensing would be the most ap*^ 
propriate form of regulation. (17) 

There is already evidence that the recommendations of the New 
Jersey study are having a direct impact upon that State's licensing 
policies given the enactment of one of its major recommendations 
in the 1971 legislative session, i.e.. the addition to each licensing 
board of one public member and one representative of an agency of 
State government. (18) 

Maine (19) and Illinois (20) have had legislative commissions 
studying the specific area of health care licensure, and Massa* 
chusetts had a resolution pending that would establish a similar 
commission. (21) The Illinois Act contains the specific charge that 
the Commission will "recommend possible solutions, and shall, in 
particular, study methods by which the solution to the above prob* 
lem may be effected by legislative and administrative changes/' (22) 
This charge focuses on the final, and probably most significant, 
hurdle in the improvement of health licensing laws and their imple* 
mentation. While the need for flexibility is recognized, what is not 
readily apparent is the fact that subsequent interpretation and im* 
plementation of statutory laws, in the form of rules and regulations, 
determine the real impact of legislative action. (23) In recalling that 
the moratorium is an attempt to avoid rigidly defined functions and 
requirements for education and training, the corollary encourage* 
ment to expand the functional scopes of health practice acts was 
predicated upon the need for a rational regulatory mechanism that 
would allow expansion of functions for new categories of per- 
sonnel. Within the present licensing structure, the professional 
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boards are the rnost qu«»l'*"od to perform this dual function. How- 
ever, it IS a narrow line between regulations flexible enough to allow 
expansion of functions as competency is proved and those regula* 
tions whose practical effect Is a licensing system. The latter consti> 
tutes an "administrative licensure" of the discipline. 

By way of Illustration. California's physician-assistant statute 
has been described as a very flexible approach In regulating this 
category of personnel. (24) However, with the regulations that have 
been promulgated, the anomalous situation would have existed in 
which California would have two approved physician-assistant pro- 
grams (25) but no approved practicing physician assistants in the 
entire State. (26) In order for a physician assistant to practice in 
California, three basic »equirements must be met: (a) graduation 
from an approved program of instruction, (b) passing a certification 
examination administered by the Board of Medical Examiners, and 
(c) Board approval of both the physician assistant and his supervis- 
ing physician. (27) Because the Board was awaiting completion of 
the national certification examination under development by the 
National Board of Medical Examiners, which will not be ready for 
use until late 1973, no physician assistant could meet the require- 
ments. While sympathetic to the concerns of the California Board 
for assurances of competency, flexibility in their use while awaiting 
national certification tests could have been accomplished. First, 
accreditation of programs Is one measure of competency: and the 
Board could have provided for utilization by physicians of grad- 
uates of approved programs upon the condition that, when the 
national certification examination became available, certification by 
examination would be mandatory. Second, the Board could have 
retained tighter control over graduates, yet allow them employment 
in California by careful selection of postgraduate physician precep- 
tors who could become extensions of the formal education experi- 
ence. Instead, by requiring nonexisting certification before employ- 
ment, graduates of California physician-assistant programs would 
have been forced to seek out-of-State employment or other alterna- 
tives until the national certification examination was completed and 
adopted by California. In March 1973, the Board of Medical Exam- 
iners finally accepted the recommendation of the Advisory Com- 
mittee on Physician's Assistant and Nurse Practitioner Programs, 
which allowed for an interim grace-period for the graduate of an 
approved Physician's Assistant Program until the national certifica- 
tion examination was available. 

The California regulations also build in rather rigid educational 
and functional criteria. Although providing for equivalency and 
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proficiency testing, the educational requirements are specific and 
detailed, and the delegated tasks are specified and limited to those 
enumerated. (28) The delegated tasks are patterned after the AMA 
recommendations, but the AMA specifically states that the tasks 
enumerated should not be limitations on the rationale that the 
"role of the assistant to the primary care physician is not rigidly 
defined." (29) 

In summary, it is encouraging to note that coo^-dinated State 
surveys, planning, and implementation are going on. The New 
Jersey Commission is a laudable effort: and the Maine and Illinois 
Commissions, concerned as they are specifically with health occupa* 
tions, may serve as models for such coordinated efforts. However, 
while positive action hopefully will result from these studies, they 
should not be expected to produce the ultimate solution to the 
States' health manpower problems. For example, in 1971, the 
Minnesota legislature asked that State's Comprehensive Health Plan- 
ning Agency to "undertake the designing of a licensure system 
which will promote the best use of available health manpower." 
(30) Not surprisingly, the Council convened was unable to achieve a 
consensus on the implementation of this charge, but the Report 
contains an informative compilation of the positions and their justi- 
fications of the various professional groups polled. 
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CHAPTER III 



EXPANDING THE ROLE OK STATE LICENSING BOARDS 

The DHEW 1971 Report on Licensure called for strengthening 
State licensing boards through such steps as increased coordination 
among boards and other governmental health agencies and diversify- 
ing board membership to include representatives of other interests 
besides those of the professions regulated. (31) 

Board Cooperation 

In elaborating upon this recommendation* the report 
noted: "One State has recently passed legislation that calls for the 
joint promulgation between the medical board and the nursing 
hoard of regulations covering nurses in expanded^function settings/' 
(32) This amendment to the Idaho Nurse Practice Act to authorize 
use of the nurse practitioner gave responsibility for implementation 
to the Idaho Board of Nursing. (33) It was followed by similar 
legislative enactments in Arizona (34) and New Hampshire. (35) 
The Arizona and New Hampshire Acts, however, differ from the 
Idaho Act in the following ways: First, they do not stipulate that 
regulations are to bo jointly promulgated by the medical and nurs* 
ing boards, but rather that nurse practitioners may perform such 
acts as "are recognized by the medical and nursing professions as 
proper to be performed by a professional nurse under such condi* 
tions/* (36) Secondly, Arizona vests authority in the Board of 
Nursing, while New Hampshire's law is silent on this point. 

Because the functions of nurse practitioners sometimes fall in a 
twilight zone between traditional nursing and medical practices — 
an area, undoubtedly, of some confusion and apprehension, the 
Idaho law would appear to be the better model. It clearly mandates 
that medicine and nursing are to decide together on the functions 
carried out by nurse practitioners. The ambiguity of Arizona's and 
New Hampshire's laws are of some concern. However, the Arizona 
Nursing Board has consulted with the Medical, Nursing and Osteo* 
pathic Joint Practice Commission, the Board of Pharmacy, and the 
Attorney General's Office. 

Maryland has taken a somewhat different approach from Idaho 
in amending its Medical Practice Act to permit the delegation of 
duties to physician assistants. This amendment states that where the 
delegated duties fall into an area of practice already controlled by a 
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legally constituted board, regulations will be issued jointly. Where 
agreement cannot be reached, the Secretary of the Department of 
Health and Mental Hygiene is to make the final decision. (37) Joint 
promulgation of regulations is therefore encouraged, and a mecha- 
nism IS built in to resolve disputes. The joint regulation section, 
however, clearly applies only to those situations in which health 
personnel, not licensed by other boards will be delegated tasks by 
physicians that might fall under the jurisdiction of these other 
boards. The physician assistant practicing in nursing areas is an 
obvious example. 

The Maryland law, however, contains two points of potential 
conflict: First, there may be some controversy as to whether cer- 
tain duties delegated by a physician, in fact, fall within an area of 
practice already controlled by another board. In considering the 
changing nature of what constitutes the practices of medicine and 
nursing (38), this may be the most serious obstacle to effective 
delegation of duty under the statute. (39) Second, the Secretary of 
Health may be viewed by the other boards as a less than neutral 
arbiter, because he is a member of the medical profession. 

In June 1971, the Bureau of Health Manpower Education, 
entered into a collaborative contract with the Washington State 
Nurses* Association to conduct a study of the Nurse Practice Act in 
the State of Washington. The basis of this study is the recognition 
that careful planning and cooperation with other health professions 
are essential so that a sound foundation is laid for changes that may 
subsequently be proposed in the Nurse Practice Act. 

Among the objectives of the study were (a) to develop a hetier 
definition of nursing that reflects the expanding role of the nurse, 
(b) to clarify the relationship of the professional nurse to others in 
the health care field, (c) to explore questions of continuing educa* 
tion in relation to renewal of licensure, and (d) to explore the 
question of the composition of the Board of Licensure. (40) Fol- 
lowing this study, the Washington Nurse Practice Act was amended 
in 1973. (41) 

Board Composition 

There Is growing public sentiment that membership on licen- 
sure boards should not be limited to the licensed profession. In this 
connection, California is often cited as a pioneer with its require- 
ment, since 1961, of a public member on the various boards. (42) 

24 



Caiifornta also increased the requisite public representation on some 
boards from one to two members. (43) That State's experience with 
public members sitting on licensing boards is clear Indication that 
there Is no danger of disruption of board functioning. On the other 
hand, the degree to which the addition of public members has 
resulted m greater public accountability — as opposed to the narrow 
Interests of a particular profession - is open to question. Of course, 
the very presence of lay members has probably tended to open up 
some of the secrecy attending board policy-making; but whether 
this is the sole function of public representation needs to be ad* 
dressed, for the danger of token accountability lies in a facade of 
public reassurance, white permitting past practices to continue 
unabated. 

One aspect of this public accountability that needs to be ad* 
dressed is whether or not the method of placing public members on 
boards could be improved. Most statutes add public members to the 
boards, rather than replacing a position previously filled by a pro* 
fessiona!. Some statutes have also provided for an additional profes* 
sional member when a public member was to be added. Moreover, 
because many statutes require professional board members to be 
selected from a list provided by the organization of professionals 
being rege lated, the public member may have little opportunity to 
Influence the other members, (44) 

In 1971, In response to Its Licensing Commission report, (45) 
the New Jersey legislature enacted a statute amending the composi* 
tion of several of its professional boards. In the health field, these 
include: medicine, nursing, dentistry, veterinary medicine, optome- 
try, ophthalmic dispensers and technicians, pharmacy, psychology* 
and X*ray technology, (46) Besides adding one public member to 
each of the boards, the statute also (a) repealed a section of the law 
requiring selection of board members from a list provided by the 
societies. In which only members of the societies could be listed, 
and made the choice of professional members from these lists dis- 
cretionary; and (b) added a State government official, who would 
head a department m the executive branch that would be closely 
related to the regulated profession. In February 1972, pursuant to 
this law, the Chancellor of Higher Education was appointed to the 
Board of Medical Examiners, 

In treating the former system of mandatory lists as discretion- 
ary, the legislature created opportunity for intraprofessional diver- 
sity and. Ideally, more objective appraisal — especially In areas of 
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professional expertise that a lay, public member could not compre- 
hend. It is no secret that many professionals disagree with the views 
of organized segments of their profession, and such a change In the 
composition of the boards may result in a better reflection of pro- 
fessional opinion. As Derbyshire has pointed out, 'The medical 
societies are by no means always likely to recommend the most 
highly qualified people for appointment. All too frequently, they 
ignore professional and educational attributes, endorsing some 
faithful political stalwart who has worked his way up in the coun* 
cils of the medical society. An eminently qualified person who did 
not choose to belong to the medical society would have no chance 
of being nominated/* (47) Of course, to be effective, this discre- 
tionary flexibility will have to be exercised regardless of political 
constraints. 

The New Jersey Licensing Commission's rationale in recom- 
mending the appointment of a State official to the board was that 
more communication between the licensing boards and other State 
departments was needed given their mutual concern with such 
issues as training, education, manpower supply, consumer protec- 
tion, and health. In addition, a State agency member was viewed as 
another public spokesman, (48) One study notes that when this 
legislation was introduced in New Jersey, the addition of a public 
member met with no opposition, while the addition of a State 
official was opposed on the grounds that it might enable the Gover- 
nor to exert undue influence over licensing boards, (49) This study 
shares the concern that the public member may be only minimally 
effective and points out that the reasons for the acceptance of the 
lay member idea by the professions may be owing to the lack of 
technical competence of lay members to participate in board delib* 
erations, their numerical disadvantage in voting, and their lack of an 
organized constituency for support, (50) On the other hand, a State 
official would possess the needed degree of competency, would 
have access to experts in his own agency, and would possess the 
power base to oppose board policy that might be against the public 
interest, (51) 

With respect to the possibility of government officials exerting 
undue influence, politics may play a more influential role in the 
selection of public, nongovernmental lay members of Boards than 
in the comparable selection of a governmental representative. 
Finally, considering the ultimate accountability of government 
officials to the public, they may be more representative of the 
''public** than individual, »>ongovernmental lay members. 
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There are indications that some legislators are well aware of 
these problems. In addition to the New Jersey statute, two bills 
were introduced in the 1972 session of the General Assembly of 
Pennsylvania, providing for public representatives on State occupa* 
tionat licensing boards and other changes in their composition that 
would significantly affect board accountability. (52) For example, 
the State Board of Medical Education and Licensure, presently con- 
sisting of seven members, would be .expanded to eleven members. 
The Board currently consists of two government officials and five 
members who are appointed from the membership or those eligible 
for membership in the Pennsylvania Medical Society. The proposed 
provision would have added four public members. The obvious in- 
tent of these bills was to provide significant public input in the 
board and to leave the professions with enough representation to 
carry out their recommendations in noncontroversial. medical deci- 
sions; yet provide a mechanism through which conflict between the 
lay and professional members would not always be decided in the 
favor of only one group. These bills may place the deciding votes in 
government officials. For example, the Board of Optometrical 
examiners would have one State official, six optometrists, and five 
public members. In case of a tie. the State official would have two 
votes. 

Whether or not such power should be vested in government 
officials and whether or not significant numbers of lay members on 
boards really will lead to their improvement are obviously debata- 
ble. The signif icance of these proposals, however, lies in the recogni- 
tion that present board structures are too limited and require 
changes. The New Jersey statute (53) provides two approaches to 
change board structure: (a) by allowing for professional representa- 
tion other than that of the professional associations, intraprofes- 
sional differences can be ironed out without sacrificing technical 
competency; and (b) through membership of a State official, 
enough of an organized base will be provided to ensure that its 
representation will not suffer from tokenism. Just as in the relation- 
ship between statutes and implementing regulations, the question of 
whether the New Jersey statute results in board improvement de- 
pends on certain political variables such as the Governor's decision 
to choose professionals other than those recommended by the asso- 
ciations, as well as the individual strengths of the State officials 
appointed. 
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Board Responsibilities 



Finaliy* Shimberg has suggested that professional boards 
become involved in formulating ground rules for licensure problems 
in their particular areas of expertise and press for needed funding 
and administrative changes that will make them more effective 
guardians of the public health. (54) This new role would also in- 
elude a willingness to give up or modify present functions that may 
serve as impediments to the objective treatment of providers and 
patients alike. These additional responsibilities include: (a) estab* 
jishing criteria governing the licensing of new occupations, (b) assur* 
ing competence of licensed practitioners at both the entry and 
continuation levels of licensing, (c) eliminating requirements not 
directly related to competency, (d) improving administration of 
licensing programs to accommodate all who are eligible for licen* 
sure, (e) making boards more equitable, especially in their discipli* 
nary functions, where they are often investigator, prosecutor, judge, 
jury, and probation officer, (f) convincing State officials that their 
budgets must equal their responsibilities, (g) working actively them* 
selves to increase board public responsibility, (h) working for easier 
geographical and career mobility, and (i) supporting State policies 
of nondiscrimination. Certainly, the professional boards ar^ not 
expected to be the primary ;oovers toward the solutions of the 
health care delivery problems: but, because their past autonomous 
roles are now being legitimately questioned, they should be reexam* 
ining their relevancy toward the modern health care system in terms 
of their accountability to the public is public agencies responsible 
in part for assuring the quality of health practitioners. 
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CHAPTER IV 



LICENSURE AND THE INTERSTATE 
MOBILITY OF HEALTH MANPOWER 

Nonuniform State licensure acts pose direct obstacles to the 
geographic mobility of health personnel and, thereby, contribute to 
the serious health personnel maldistribution problem — not only in 
a geographic sense, but also with respect to certain specialties. 
Therefore, means to eliminate or modify these obstacles are clearly 
needed. Increasing adoption of national standards of competency 
appears to be one of the most promising approaches to this basic 
problem in providing access to care. 

In the development of national standards of competence, en* 
hancing interstate mobility while still providing for sufficient flexi- 
bility to meet local needs is a difficult tightrope to walk. Ideally, 
the quality of health care should be uniform throughout the coun- 
try, but such unformity of care should consider the unequal distri- 
bution of wealth both geographically and individually with respect 
to the population. Furthermore, a 1969 AMA statement on licen- 
sure reciprocity found no primary relationship concerning interstate 
mobility between the form of reciprocity and the adequacy of a 
State's physician supply. (55) Yet the present obstacles to geo- 
graphic mobility pose serious problems to the freedom of choice of 
the health practitioner as well as to the possible equalization of 
health services to ail populations. 

Encouragingly, national standards of competency are rapidly 
becoming a reality. The DHEW 1971 Report on Licensure recog- 
nized the nursing profession as a leader in the utilization of national 
standardized examinations and noted that "this approach to uni- 
formity suggests a nation-wide recognition of minimum standards 
by the profession itself, and would not necessitate any major re- 
alignment of the existing State licensing authorities." (56) 

Since the 1971 Report, the nursing profession has sought fur- 
ther information on the relatio.nship of licensure to mobility. In 
June 1972, the Division of Nursing, Bureau of Health Manpower 
Education, entered into a contract with the National League for 
Nursing (NLN) to investigate the Job-seeking behavior of newly- 
licensed registered nurses and licensed practical nurses. The project 
includes learning from these nurses whether or not they are de- 
terred from interstate movement by the requirement of State 
licensure. 
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Information from State Boards of Nursing indicates consider* 
able interstate movement of registered nurses. The endorsement 
system facilitates licensure in a new State once the nurse has se* 
cured a license by examinstion in one State. In 1970, 43,550 nurses 
received a State license by endorsement. 

The question continues to arise, however, regarding the impact 
of the necessity to secure a license in each State upon poor geo- 
gtaphic distribution of nurses by inhibiting their interstate mobility, 
A **nationar* license has b«$en suggested as a means ot facilitating 
mobility, information on this aspect of the NLN study will beco' \b 
available in early 1974. Some indication is expected whether or not 
the need for a change to a system of "nationar* licensure is suffi* 
ciently impressive to warrant abandonment of the present system of 
State licensure. (57) 

The medical profession is rapidly approaching uniformity of 
licensure standards at least in the entry phase of the licensing 
process. While each State remains in control of its licensing proce* 
dures, the adoption of uniform requirements in most States clearly 
affords greater geogrophic mobility to physicians. This mobility has 
been made possible through the development and widespread 
adoption of two national examinations: the National Board of 
Medical Examiners and the Federation Licensure Examination 
(FLEX) of the Federation of State Medical Boards. The National 
Board certificate is accepted by all States, excepting only Arkansas 
and Georgia (58); while FLEX is being utilized as the State board 
examination by a rapidly increasing number of States. Seven States 
began using FLEX in June 1968: 42 States, in December 1972. By 
the end of calendar year 1973, 47 States will be using FLEX; and 
only Delaware, Florida, and Texas will not be using FLEX as their 
State*s licensing examination. (59) Puerto Rico would adopt FLEX, 
but the cost of translating annually the examination into Spanish is 
considered prohibitive. Thus, a combination of the National Board 
examination and FLEX will bring about the possibility of much 
greater geographic mobility to the medical profession. 

Other developments facilitating the mobility of physicians 
relate to the almost nation-wide adoption of reciprocity and/or 
endorsement policies in the States and the parallel trend toward 
some baseline criteria for eligibility. With the adoption in 1971 of 
endorsement of medical licenses by Florida, only the Virgin Islands 
among the 53 U.S. jurisdictions has neither reciprocity nor endorse* 
ment. (60) Furthermore, there is a discernible trend toward 
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uniformity of minimal standards among the States for license by 
endorsement. 

As mentioned earlier. National Board certification is accepted 
by all States except Arkansas and Georgia. Minimal standards for 
FLEX endorsement are now in effect for Florida. Louisiana, 
Maryland, and New York, where a FLEX weighted-average score of 
at least 75 (in obtaining the original license to be endorsed) is 
required. (61) This requirement is consistent with nearly all of the 
other States using FLEX, which hava a passing grade of 75 for their 
own candidates. (62) Thus, the National Boards and FLEX provide 
objective bases for insuring that physicians applying for licensure 
will have been tested for competence by the same criteria as for 
those physicians initially licensed by the endorsing State. 

While the trend toward adoption of uniform standards is 
unmistakable and encouiaging. certain States* licensure require- 
ments still present limited obstacles to interstate mobility. 
Arkansas and Georgia do not accept current National Board 
certification but. in 1973. have begun to use FLEX; yet. 
paradoxically. Georgia accepts National Board certifications is- 
sued prior to October 1953. (63) Delaware. Louisiana, and 
Texas require licensure in another State before National Board 
certification is accepted. (64) Basic science boards still exist in 
18 jurisdictions: but in 1961. they were required in as many as 
24 States. (65) Generally viewed as outliving the original 
purpose of keeping out cultists. the experience of those States 
that have recently repealed or liberalized these requirements 
should provide a model for similar action in other jurisdictions. 

Increasing sensitivity to and acceptance of the need for uniform 
standards of competency provide the opportunity for prospective 
planning and evaluation of the emerging health professions. In re- 
sponse to the DHEW 1971 Report on Licensure, the Bureau of 
Health Manpower Education was delegated the responsibility to 
conduct a feasibility study of a national certification system for 
appropriate categories of health personnel. A contract was awarded 
to the Institute of Public Administration (IPA) in January 1973. 
The IPA study will pay particular attention to the degree of public 
accountability presently existing in professional certification and 
will build upon related studies such as the Study of Accreditation 
of Selected Health Educational Programs (SASHEP). (66) The fea- 
sibility study will exclude medicine, dentistry, and nursing; instead, 
it will focus on eight health fields in which certification is currently 
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carried out <h nrntemplated for 17 specific allied health 
occupations. (67) 

Of the 17 occupations to be studied, two the dietetic 
technician^assistant and the assistant to the primary care physician 
have certification programs under development. The physician 
assistant certification study, undertaken by the National Board of 
Medical Examiners in cooperation with the American Medical Asso- 
ciation. was announced in June 1972: and a resulting examination 
will be available by December 1973. Once this examination is estab** 
lished. it would also serve the purpose of providing measurable* 
uniform standards whereby the qualified physician assistant could 
have greater interstate mobility and continue to function at his 
proven level of competence. 

In summary, the realization of interstate mobility, qualified 
only by the States* legitimate concerns over the competency of 
entering professionals, is fast becoming a reality, primarily, through 
the development of uniform national examinations. Problems 
remain with regard to the restrictions to mobility in the established 
licensed professions and in the resolution of uniform standards for 
the emerging professions; but these appear surmountable. The trend 
is clearly toward restrictions based solely upon a concern for 
competency. 




32 



38 



CHAPTER V 



PROFICIENCY AND EQUIVALENCY TESTING 

The explosion of health technology and the concomitant, 
increasingly integrated nature of cut rent health care have forced the 
health professions to turn away from the past, individualistic modes 
of health delivery; but. at the same time, the rapid rate of change 
has introduced inter>professional tensions. Among the sensitive 
issues are inquiries concerning the appropriateness of present quali> 
fications for entry into the various professions in relation to the 
production and utilization of manpower in the health delivery 
system. 

Early enthusiasm fur career mobility emphasized the Horatio 
Alger qualities of vertical mobility at the expense of the real satis- 
faction and contribution that might be found in permanent careers 
within a given level. This implied derogation of the lower steps of 
the career ladder has added to the fears of some that such a mono- 
lithic structure would result in an impersonal job-description cate- 
gorization at the expense of the human element essential to patient 
care. (68) Such fears point to the caution that is needed in the rush 
toward the most efficient utilization of health manpower and serve 
to remind us that criteria of good health care should include such 
soft data as provider and recipient satisfaction. 

Since publication of the DHEW 1971 Report on Licensure, 
much of the progress in the field of proficiency and equivalency 
testing has been in the conceptualization of how these tests could 
be used and in the development of the tests themselves. Responsi- 
bility for such developments in the allied health field resides at the 
Federal level in the Bureau of Health Resources Development 
(BHRD). The Bureau's concern is primarily with proficiency rather 
than with equivalency examinations due to the potential benefit to 
a greater number of health workers. 

According to a recent Bureau statement: 

Excepting skill examinations, proficiency tests are not difficult 
to construct and norm once agreement is reached on what 
should constitute job knowledge requirements. In contrast, 
academic equivalency examinations must be much more care- 
fully validated and normed if they are to be accepted by a 
substantial number of colleges and universities. In addition, 
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course crotlit oxninmotions must bear a demonstrable relation* 
sh<p to the content of \Uq course at the particular college In 
which the student seeks credit. A course credit examination in 
technical health subject matter typically takes two years to 
develop plus an additional length of time to gain widespread 
;ipprov»il ond uSiigc. (69) 

BHRD identifies the following objectives in the development of 
proficiency tests: 

1. To promote national credentialing systems for the allied 
health professions that will minimize the difficulties of 
seeking recognition of qualifications without compromising 
the standards upon which credentialing is based. 

2. To have such credentialing systems largely or wholly self* 
sustaining, after initial development of standards and 
administrative procedures. 

3. Fur health occupations for which credentialing is appropri* 
ate, to develop acceptable and valid methods of deter- 
mining that an individual is satisfactorily proficient. For 
occupations which rely for credentialing on completion of 
an accredited educational program, one or more alternate 
methods should be developed to convey an equal degree of 
recognition of proficiency. 

4. To develop these methods, simultaneously if possible, for 
the established entry-levels of an occupation, except those 
entry-levels for which vocational training is adequate prepa* 
ration. Typically, entry-levels suitable for proficiency 
examinations are (a) the technician or assistant level for 
which an associate degree program or its equivalent is con* 
sidered desirable preparation, and (b) the technologist or 
therapist level for which a baccalaureate degree program is 
the normal preparation. 

5. To promote a set of standards for proficiency in an occupa- 
tion, applicable to all levels for which proficiency tests are 
appropriate, so that these standards may serve: 

a. To confer, via certification or registration, recognition 
by professional associations or by an independent 
registry for the occupation. 
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As ob)ei:tive% for the professional and/or technical 
componont ot educational programsi including contin- 
uing education activities. 

c. For licensing or registration of individuals by govern- 
ment agencies. 

d. To satisfy Federal requirements for the qualification of 
manpower employed by non**Federal institutions or 
agencies. 

e- As qualifications for Federal employment. (70) 

The Bureau of Health Resources Development has begun to 
implement these objectives in a feasibility study of national certifi* 
cation, as recommended in the 1B71 Report on Licensure. 

The Social Security Amendments of 1972 (P.L. 92-603) also 
contain provisions for proficiency examinations of certain health 
care personnel designed to satisfy the educational, professional, or 
other requirements of Title XVIII regulations. (71) Proficiency 
examinations in physical therapy are already developed and have 
been administered in 1970 and 1972 for licensed physical therapists 
who did not meet Medicare standards; a further examination is 
scheduled for November 1973. A contract is being administered by 
the Bureau of Quality Assurance (BQA) for development of a 
similar proficiency examination in practical nursing. In the near 
future, additional contracts will be awarded by BQA for the creden- 
tialing of the medical laboratory technician and technologist, 
cytotechnologist, psychiatric technician, physical therapy assistant; 
and for a new examination for physical therapists. Similar profi* 
ciency test developments will be conducted in the future in liaison 
with the Bureau of Health Resources Development as these exam- 
inations will have potential applicability beyond the immediate 
needs of satisfying Medicare requirements. 

Since the 1971 DHEW report, separate proficiency and equiva- 
lency testing programs have been developed for clinical chemistry, mi- 
crobiology, hematology, and blood banking. The equivalency exami- 
nation was included in the November 1972 program of the College 
Entrance Examination Board. Tennessee plans to use the proficiency 
examination, already given to more than 3,500 candidates on a pilot 
basis, to admit for <jr military laboratory specialists to its licensing 
examination. Receri; contracts have been awarded by the Bureau of 
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Health Resources Development to develop similar proficiency 
exammations in the fields of occupational therapy* inhalation 
therapy, and radiologic technology; a contract in the field of 
medical records is also anticipated. The Bureau of Health Services 
Research and Evaluation* under a grant to the University of 
Alabama m Biimmgham, is developing a similar examination for the 
emergency medical technician. Finally* the national certification 
examination of the assistant to the primary care physician* under 
development by the National Board of Medical Examiners* will 
eventually function as a proficiency examination for candidates 
who do not satisfy certain additional eligibility requirements. 

State legislative activity in encouraging proficiency and equiva* 
lency test development has been stimulated, for the most part* by 
the underutillzation of military corpsmen returning to civilian life. 
California provides for qualified corpsmen to become eligible for 
the LPN and RN licensure examination through substitution cri- 
teria. (72) In the 1972 legislative session* Maine for LPNs (73) and 
New Yor! for X-ray technicians (74) enacted equivalency legisla- 
tion for returning military corpsmen; Florida provided for profi- 
ciency and equivalency testing in its law on certification of emer- 
gency medical technicians. (75) Similar activity is anticipated in 
subsequent State legislative sessions. 

The changing attitudes in education toward flexibility in aca- 
demic requirements are reflected in the increasing acceptance of 
equivalency training and testing (76) and in the development of 
core curricula with entry and exit points designed to promote the 
efficient utilization of manpower. (77) The core curriculum con- 
cept has long been implicit in the traditional first two years of 
medical school* and schools are increasingly allowing for elective 
time in the latter two clinical years* (78) A program instituted In 
July 1971 at the University of Miami (Florida) indirectly questions 
the necessity for a core curriculum in a centralized medical school 
setting and establishes the possibility of equivalent core curricula. 
The Miami project involves a special two-year program in which 
some 20 individuals with doctorates in the biological* physical* and 
engineering sciences were granted medical degrees in 1973. (79) 

Finally* the related work on task analysis has led to some devel- 
opment in new careers In the health field. The Illinois Department 
of Mental Health now has an operational career ladder that is State- 
wide. (80) The Institute for Health Research, in Berkeley* 
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Cdlifornid» conducted under a DHEW grant a systems approach to 
manpower plannmg in a community mental health center; plans 
were included to test both its usefulness and impact on the health 
delivery system. (81) This project*s methodology was based, in part, 
on a study of health services mobility conducted by the Research 
Foundation of the City University of New York. (82) The latter 
study was funded jointly by the Manpower Administration of the 
Department of Labor (DOL) and the Bureau of Health Resources 
Development. Similarly, Goldstein and Horowitz have recently 
completed a two-and-a-half-year DOL study at Camj)ridge Hospital, 
Cambridge, Massachusetts, on hiring practices and performance 
functions of paramedical personnel in fiospitals; this work has led to 
specific recommendations based on their analysis of job structures. 
(83) 

In summary, these activities indicate the extent to which profi- 
ciency testing, in particular, and equivalency examinations may 
contribute to the goal of efficient use of health manpower; while, at 
the same time, the quality of provider services is maintained or 
upgraded. The primary emphasis is on proficiency test development 
due to its direct potential in promoting national credentialing sys- 
tems for the allied health professions that, in turn, would assure 
acceptable and valid methods of determining proficiency. 
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CHAPTER VI 



CONTINUING EDUCATION AND ITS RELATIONSHIP 
TO QUALITY OF CARE 

The health professions, long accustomed to the privileges that 
accompany recognition of their claims to special expertise* have 
expressed initial resistance to any suggestion that some continued 
assurance be given of the competence of licensed practitioners. The 
need for such assurances has received widespread acceptance in 
recent years; and. in many instances, the professions themselves 
have initiated important innovations relating to continuing educa- 
tion. But even for those vehemently opposed to State regulations 
requiring continuing education, there is little debate with the basic 
premise that points to the need for assuring competence of health 
practitioners in light of the danger of obsolescence. 

Clinical experience, incentives for self-learning that arise from 
concern for patients and professional pride, and the often-used 
argument that only the individual practitioner can assess the va- 
garies of his individual practice should not be dismissed as mere 
expressions of health professionals* self-interest. In looking behind 
the terminology used, it can be seen that the concern for quality 
care is not very different from the concern for legal assurances of 
professional competency. This is owing to the fact that present 
indicators of competency do not necessarily reflect high-quality 
care. 

The primary goal of competency standards must be high- 
quality patient care. To reach this goal at the present time is ex- 
ceedingly difficult; because quality of care is only now undergoing 
definition, through such mechanisms as peer review and reassess- 
ments of the standard textbook approach to diagnosis and treat- 
ment. Researchers in these areas have realized that quality of care is 
difficult to correlate with past definitions of physician perform- 
ance. Furthermore, even the method of data collection and com- 
munications traditionally used; i.e., the history and physical exami- 
nation, progress notes, and laboratory charts are often only a hint 
of the rationale behind diagnosis and tt'^atment regimens. This defi- 
ciency has led some researchers to restructure medical record keep- 
ing completely by building in both rational data retrieval and con- 
tinuing education systems through the use of computers. (84) 

The growing enthusiasm for continuing education requirements 
must be tempered by the tenuous state-of-the-art of quality ^are 
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assessments. While the basic premise that the conscientious profes- 
sional should continually keep abreast of advancement of knowl- 
edge cannot be faulted; unless clearly related to competency, this 
premise should not be trumpeted as the solution to assurances of 
high-quality care. Before the growing enthusiasm for contiruing 
education assumes tidai-wave proportions, its achievements and 
limitations should be viewed in proper perspective. 

It would be appropriate at this point to clarify what is meant 
by continuing education in the context of this discussion. Inasmuch 
as the purpose of continuing education is to assure quality of care, 
any mechanism that leads to appropriate care should be included in 
its definition. Thus, while the vast majority of continuing education 
remains remote from care at the individual patient level, those de- 
velopments directly related to individual practitioner-patient rela- 
tionships should also be viewed as but one form of this activity. The 
former type may be regarded as traditional or didactic in nriethod. 
Course-taking and professional meetings are easily recognized as 
falling into this category. Further, innovations such as self- 
assessment tests and simulated clinical situations also fall into the 
didactic category, because these also occur in a context unrelated to 
individual patients. On the other hand, review of actual practi- 
tioner-patient relationships is at times not so easily recognized as a 
form of continuing education, for it lacks the formalities associated 
with more traditional education. Yet, given the nature of the review 
process with its direct feedback to the professional involved, such 
forms of continuing education, with appropriate safeguards, proba- 
bly are better assurances of quality of care. 

By focusing on the effects of educational programs rather than 
on their • 'cture, development of review mechanisms — concerned 
as they . with the measurement of actual ski'ls - may render 
present forms of traditional continuing education superfluous, as 
far as assurances of competency are concerned. Undoubtedly, tradi- 
tional continuing education would continue, but might be viewed 
from the perspective of professional incentives for updating knowl- 
edge, rather than as a direct assurance of competency on the indi- 
vidual provider level. 

What can be expected from traditional or didactic continuing 
education requirements? At a time when the traditional educa- 
tional pathways to the professions are being challenged through the 
development of proficiency and equivalency testing, it might seem 
odd that for continued competency, the focus is on traditional 
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educational requirements. This first*glance criticism, however, is not 
justified in view of the embryonic development of continuing 
education. 



Educational requirements for entry into the professions have 
been long established and continue to be the major pattern fol- 
lowed by professional personnel, as well as the best assurance of 
future competency. Proficiency and equivalency testing arose, be- 
cause some health personnel had reached the same level of func- 
tional proficiency as those who had followed traditional 
educational pathways; but the former group had beef, barred from 
professional entry due to adherence to the one-track path. Whether 
or not proficiency and equivalency testing will remain as alternate 
paths, or even whether or not they may eventually supplant the 
formal educational pathway, cannot be determined from their pre- 
sent embryonic state. Of necessity, a system of continuing assur- 
ances of competency, being a recent development as opposed to the 
traditional, initial assurance upon entry into the professions, has 
had to experiment with both the traditional educational pathway as 
well as that of a functional or performance orientation. Traditional 
and didactic educational developments have proliferated, because 
they are easy to formulate and can be administered on a wide scale. 

Even traditional continuing education, however, should be 
viewed as merely one experimental method of many of assuring 
quality of patient care. Its experimental nature perse mandates that 
there can be no categorical definition applied at this time. This fact 
is reflected in the wide range of activities for which credit is given 
within existing programs. For example, the AMA Physician's Recog- 
nition Award covers activities from self-assessment to publication, 
and it **recogni2e(s) and give(s) credit for many of the things that 
most physicians do to keep up to date." (85) The question that 
may be raised with regard to the great breadth of scope in the AMA 
program is whether or not it can really accomplish tangible ends. It 
probably should be noted that the AMA Award was never intended 
to measure competency, but instead was seen as a stimulus to keep 
physicians up-to-date by using a reward rather than a disciplinary 
incentive. As expressed earlier, this is precisely the frame of refer- 
ence from which traditional continuing education programs should 
be viewed: i.e.. positive incentives to professionals to keep up with 
current knowledge with the expectation that this somehow will lead 
to good medical care. The problem with this inadequate reflector of 
quality of care is that it is easily satisfied by the great majority of 
physicians in their day-to-day practice and learning; but such 
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programs do not reach those professionals who do not avail thenn- 
seives of such opportunities. Therefore, attempts have been made to 
make such requirements mandatory by tying them in with contin- 
ued professional society membership and, in a growing number of 
instances, with relicensing. 

In response to the predictable criticism of governmental regula- 
tions and the tenuous connection between regulated continuing 
education and quality of care, it should be reemphasized that such 
requirements are easily satisfied by the majority of professionals. 
This approach is a pragmatic attempt to insure that all practicing 
professionals have the opportunity to base their decisions on the 
most current information available. Quantifying the minimal level 
of knowledge required must be left to the individual professions, 
and "reasonable standards" will obviously allow great leeway in 
their decisions. 

If traditional modalities of continuing education have such 
amorphous qualities, and if the major rationale is for professional 
incentive, why require them, especially when the bridge to high- 
quality patient care is so tenut 'S? The answer is that it is probably 
the most practical method available at this time in addressing the 
quality of care problems on a broad scale. Continuing education, in 
the traditional forms now employed, is the only type of yardstick 
practically applicable at this time to a whole professional class. 
While alternative educational methods such as peer review and out- 
come measurements may, in the long run. prove to be best: develop- 
ment of these methods is highly imperfect at this time. Continuing 
education in its present form ~ the bulk of which remains tradi- 
tional - is destined for change: only those forms that are clearly 
related to continued competence should be maintained. Therefore, 
statutory requirements for continuing education requirements 
should allow for maximum flexibility. 

What progress has occurred since the DHEW 1971 Report on 
Licensure was issued? Courses continue to proliferate. The scope of 
activity in this area is indicated by the AMA's list of accredited 
courses for 1972-1973. which includes 2.082 courses offered by 
678 institutions in 36 States and the District of Columbia, covering 
43 different subject headings. (86) This list, of course, covers only 
continuing education for physicians and only courses in AMA- 
accredited institutions. Increasing activity by State medical associa- 
tions is also reflected in accreditation programs in process in at least 
31 States and the District of Columbia. (87) Since the 1971 report. 
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six State medical associations are or will soon be requiring contin- 
uing education, (88) and the DHEW Commission on Medical 
Malpractice recently recommended that continuing education be 
mandatory. (89) 

Increasing interest in continuing education has resulted in sev- 
eral States now making it a condition for relicensure. (90) Kansas 
has had an enabling statute since 1969: but implementation de- 
pends upon majority recommendation by the Board of Healing 
Arts, (physicians, osteopaths, chiropractors), and to date no .?ction 
has been taken, except by the Board of Chiropracty. (91) New 
Mexico passed a similar bill in 1971, and white the bill stated that 
the Board of Medical Examiners ma/ {noX, sha/I) establish manda- 
tory continuing education requirements for physicians, (92) the 
Board subsequently issued regulations patterned after the AMA 
requirements. (93) The 1972 Maryland legislative session resulted in 
a statute identical to New Mexico's, (94) and the Board of Medical 
Examiners has recently issued its regulations. (95) 

In 1972, the Kentucky legislature also passed permissive legisla- 
tion to allow the State Board of Medical Licensure to require proof 
of continued competency as a condition to re-licensing. Some of 
the implications of this law will be discussed below. Nine other bills 
requiring continuing education of varying intensity for other health 
professions were passed in 1972. (96) One of these bills, the New 
Jersey '^Continuing Pharmaceutical Education Act," (97) endorses 
formal continuing education by creating a New Jersey Council on 
Continuing Pharmaceutical Education and spelling out the subject 
matter to be covered in the required courses. 

In contrast to the New Jersey pharmaceutical law, the Ken- 
tucky law on continued competency for physicians takes a more 
flexible stance on formal continuing education requirements: 

The board may adopt reasonable rules and regulations to effec- 
tuate and implement the provisions . . . including but not lim- 
ited to regulations designed to insure the continuing profes- 
sional competency of present and future licensees. As an 
adjunct to the power conferred upon the board by this section, 
the board may require licensees to submit to interrogation as to 
the nature and extent of their postgraduate medical education 
and to require licensees found to be deficient in their efforts to 
keep abreast of new methods and technology* to obtain addi- 
tional instruction and training therein. (98) 
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As of Spring 1973, the Kentucky board has not begun imple* 
mentation of this provision. (99) This law, by not focusing entirely 
upon traditional continuing education as the mode of insuring com- 
petency, allows for accommodation to more relevant criteria for 
competency as they develop. While opponents will surely see this as 
leading to reexamination, such is not the inevitable outcome. Also 
to be considered are the questionable relevancy of existing examina* 
tions to clinical competency, the potential loss of physician man- 
power that such a requirement might entail, and the rapid develop- 
ment of review mechanisms. What is more important is the 
flexibility given to the board and the opportunity for the Kentucky 
medical profession to meet the challenge of developing measurable 
indicators of competency. Furthermore, the law allows the board to 
selectively monitor practitioners of questionable competency; 
therefore, the board is given the mechanism to reach those practi- 
tioners most in need of updating their skills and knowledge. 

Licensing boards wishing to institute mandatory reltcensure 
requirements probably already have the authority under existing 
practice acts, because most practice acts leave determination of 
standards of competency to the licensing boards. California's regula- 
tions for physician assistant supervision, for example, mandate con- 
tinuing education for both the physician assistant and the supervis- 
ing physician. (100) At the minimum, relicensure would require no 
major changes in existing practice acts, as the foregoing legislative 
activity has shown: for as Shindell observes, "It is certainly within 
the power of the State to require reexamination, just as now it is 
within its power to require examination for initial licensure.** (101) 

Other developments may provide further impetus to the estab- 
lishment of mandatory programs. Furthermore, these emphasize the 
measurement of skills and are not oriented toward formalized edu- 
cational requirements. Much of this activity is related to the well- 
known case of Darling v. Charleston Community Memorial 
Hospital, (102) which legally recognized the increasing institutional 
nature of health delivery. Hospital licensure in Michigan has been 
designed on this format since 1968: (103) and the 1972 legislative 
session produced an amendment that explicitly calls for assurances 
of competency in hospitals: 

The governing body shall . . . insure that physicians admitted to 
practice in the hospital are granted hospital privileges consistent 
with their individual training, experience and other qualifica- 
tions and insure that physicians admitted to practice in the 
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hospital are organised into a medical staff in such a manner as 
to effectively review the professional practices of the hospital 
for the purposes of reducing morbidity and mortality and for 
the improvement of the care of patients provided in the 
institution. (104) 

Such requirements can only be fulfilled by building feedback 
loops to those found in compliance with and those in violation of 
the standards set by the professional review groups. The methods 
may vary, but the process of review will all have a common effect; 
i.e., informing the provider of variation from or conformance to 
accepted practice. Research and development on methods of medi- 
cal care review have been in process through DHEW funding of 
Experimental Medical Care Review Organizations (EMCRO's). 
(105) Of particular interest to continuing education have been the 
Hawaii EMCRO, which was structured to educate the physicians 
reviewed, and the Albemarle County (Virginia) EMCRO, which 
involved critical reassessment of the traditionally accepted criteria 
of good care. Because they approach the review process from differ- 
ent points of view, it is inevitable that certain EMCRO's will result 
in less than viable approaches to measurements of competency. The 
pressing need for Professional Standards Review Organizations 
(PSRO's) may force premature application of developing criteria; 
the caveats expressed previously with regard to traditional continu- 
ing education, therefore, apply equally well to the development of 
these review mechanisms. 

In summary, while continuing education programs continue to 
focus upon the more traditional and didactic modes such as course- 
taking and professional meetings, the ultimate assessment of quality 
of care may reside in the development of outcome measurements 
and other review mechanisms. By focusing on the effects of educa- 
tional programs rather than on their structure, the latter develop- 
ments probably are better indicators of what the relevant compe- 
tency assurance mechanisms of the future will be. In the interim, 
the traditional types of continuing education programs deserve 
recognition as minimal assurances of competency and indicators 
that the professions are willing to provide those assurances to the 
public. 
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CHAPTER VII 



DEVELOPMENTS IN INSTITUTIONAL LICENSURE 

Although there is growing acceptance that the present, frag- 
mented licensing system Is rapidly becoming Inadequate for the 
increasingly complex delivery of health care, there is no consensus 
as to how It should be restructured or replaced. Institutional licen- 
sure is posited by some health services researchers as being the most 
appropriate regulatory mechanism, due to its reflection of the inte- 
grated nature of the majority of health services delivery today. 
Others see Its Introduction as producing more problems than it 
purports to resolve. (106) 

In attempting to establish a coherent, interrelated health deliv- 
ery system, there must be meaningful working relationships among 
the Individual professions. Yet, given the traditional hierarchy of 
professions long extant In health services delivery and the struggle 
by numerous professional groups to attain status and recognition 
through State licensure, a certain degree of interprofessional con- 
flict is inevitable. 

Institutional licensure may generate further conflict, because it 
not only purports to deny to the emerging professions the status of 
Individual licensure, but also threatens presently licensed categories, 
which are fearful of losing their "professional identity." Addition- 
ally, those professions primarily involved in the day-to-day care of 
individual patient needs see the institutionalization of licensing as 
primarily geared toward administrative convenience. Such fears are 
only enhanced by the usual hospital model proposed, for it Is 
generally assumed that the hospital administrator, usually a clinical 
layman, would wield ultimate authority in decisions affecting clini- 
cal practice. Such fears are understandable: and. when coupled with 
the realization that this simplified model may introduce more 
problems than presently exists with individual licensure, resistance 
to experimentation in this area is not surprising. 

Institutional licensure, however, is not a developed concept: It 
is merely a convenient descriptive term applied to the need for a 
unified health delivery system similar to the use of eponyms In 
describing new medical syndromes. Anyone familiar with the 
complexities of health care delivery immediately recognizes that 
implementation of any unified scheme of licensure is difficult at 
this time. This fact is chiefly due to the expansion of medical 
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kncwiedge and delivery, which has resulted in expanded roles for 
established professions and the emergence of new disciplines. 
Institutional licensure does not prescribe the voluntary or invoiun*^ 
tary abdication of responsibility by some, or the domination by one 
group over others especially in areas where the expertise of the 
various groups is unique. It would be a mistake to view institutional 
licensure as the setting for a power struggle among professional 
groups, especially because the basic rationale for the concept rests 
on the need for professional cooperation. 

Institutional licensure is still a developing experimental model; 
it does not threaten professional functions based on rational crite- 
ria; it may not offer a better solution than continued, Individual 
licensing for certain professions; it necessarily involves inter*^ 
professional cooperation to define its basic parameters and deter* 
mine the extent of its feasibility; and it may provide a better 
framework for public accountability. Nevertheless, it is time to test 
the concept. Accordingly, this is not the time to evaluate its worth, 
for there are no present criteria for doing so. 

Health care delivery today may be viewed as a form of institu* 
tional licensure. It is common knowledge that within each licensed 
profession, actual scopes of duties are restricted by prescribed 
competency limits. This has approached "voluntary licensing** 
through such modalities as specialty board certification, additional 
educational requirements for certain functions within professions, 
staff regulations in hospitals, and even the specialist referral system 
used by most practicing private physicians. Even in the allied health 
fields, such restriction by voluntary specialization has taken place. 
While this de facto institutional licensure is common knowledge, 
there has been no attempt to systematically document its extent 
and compare it to the theoretical scope of practice that individual 
licensing purports to regulate. This may be an important starting 
point for the investigation of institutional licensure. Related studies 
may already contain the data necessary for such an analysis. The 
work on task analysis by Goldstein and Horowitz. (107) and 
Gilpatric. (108) may provide the basis for examining the assump- 
tion of de facto institutional licensure for the types of institutions 
and personnel studied. Furthermore, demonstration projects on 
institutional licensure would, of necessity, document the extent of 
the de facto situation. 

Documentation of such practices does not necessarily mean 
that formalizing the structure will improve the system. Before that 
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is done, uith change would have to be justified by showing that it is 
of greater value than accommodating the present licensing system 
to such practices; moreover, it would have to be demonstrated that 
it would function more effectively than the do facto situation. 

The first study addressed directly to institutional licensure was 
begun in July 1972 at Rush.Presbyterian-St. Luke's Medical Center 
in Chicago. Illinois. The study is being supported by the Bureau of 
Health Services Research and Evaluation. Health Resources Admin- 
istration. This study focuses on health personnel who function in 
dependent roles, primarily those not presently licensed. Representa* 
tives of several professional organizations are integrally involved in 
the study. The Hospital Educational and Research Foundation of 
Pennsylvania has recently been awarded a similar grant. Additional 
interest in this area has been expressed In the proposed revision of 
the Health Professions Education Master Plan of the New Jersey 
Department of Higher Education, the Massachusetts Report of the 
Health Manpower Subcommittee of the Governor's Advisory 
Council to the Office of Comprehensive Health Planning (April 
1972), the report of the Wisconsin Governor's Health Planning and 
Policy Task Force (November 1972), and the report of the DHEW 
Secretary's Commission on Medical Malpractice 

Finally, related developments in statutory laws may provide the 
greatest impetus toward a unified licensing structure. As discussed 
above, the Darling decision (109) has already led to legislative 
action reflected in the Michigan hospital licensing act. (110) 
Whether such developments result in quality monitoring through 
additional safeguards built into the present licensing structure or 
through a new credentialing system such as proposed by institu- 
tional licensure, the result should .l-.arly be one more closely tied 
to the actual functions of any individual health care provider. 
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CHAPTER Vn I 



THE FOREIGN MEDICAL GRADUATE 

A significant factor in the evolution of medical delivery in the 
United States has been the foreign medical graduate (FMG). Of 
necessity, this report can only touch upon certain aspects of the 
licensing problems encountered by the FMG seeking licensure and 
mobility, the licensing agencies and professional organizations con- 
cerned with their competency, and the often pragmatic needs of the 
States to tradeoff their manpower requirements against the desire 
to maintain uniform measurements of competency. The problems 
of the physician foreign graduate are emphasized here and in other 
independent reports due to the physician's significance on the 
health care team, the large number of foreign trained physicians 
already in the country, and the increasing number entering the U.S. 
in recent years. FMG's entering the U.S. now equal the total num. 
ber of physicians graduating from domestic medical schools in any 
year; they comprise about a fifth of the active physicians and a 
third of hospital interns and residents. (Ill) There may be as many 
» 10,000 FMG's now in the U.S. who have failed to pass the 
examination of the Educational Council for Foreign Medical Grad' 
uates (ECFMG) and/or State licensure examinations. (112) Many of 
these FMG's are believed to be employed in the practice of medi- 
cine in state mental and chronic disease hospitals under temporary 
permits, limited licenses, or special institutional licensing 
arrangements. 

Resolution of the problems of foreign-trained professionals can- 
not be accomplished without the combined, concerted actions of 
health organizations and government agencies. These concerns have 
not gone unappreciated. Margulies and Bloch (113) have indicated 
the problems associated with this extraterritorial supply of man- 
power. The ongoing work of Dublin (114), Stevens and Vermeulen 
(115). and the Commission on Foreign Medical Graduates, estab- 
lished in response to a recommendation in the Report of the Na- 
tional Advisory Commission on Healtf) Manpower, (116) hopefully 
will provide information to form the basis for responsible policy 
development in this area. Studies such as these are particularly 
needed in the area of foreign health manpower, for the problems 
associated with this source of health manpower have developed in a 
relative void of reliable data. 

Other health occupations have also experienced this dearth of 
studies for reliable data upon which to base sound policy 
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development. Fot uxample, m collecting reliable data, nursing ©wpe- 
riences many of the same problems a$ medicine. Data is available 
only on the number of foreign nurses who successfully obtain a 
license. However, the Council on State Boards for Nursing is aware 
that the number of foreign nurse graduates applying for licensure 
far exceeds the number who ultimately secure license. Inasmuch as 
most of these unlicensed nurses are probably employed at some 
level of nursing, it is possible that these nurses suffer some exploita* 
tton by being required to carry professional nurse responsibilities 
while being employed in a lower-paying position. While foreign 
nurse graduates have contributed to the total supply of nurse man- 
power, there is no data on their eventual location in this nation; 
although there is some indication that they tend to cluster in areas 
better served than the rural or other underserved areas. 

Questions of the types delineated above have led the Division 
of Nursing, Bureau of Health Resources Development, to contract 
with the American Nurses' Association (ANA) tu conduct a nation- 
wide survey on the experience of foreign nurse graduates in securing 
a State license to practice. (117) The survey will seek information 
on: (a) the number and characteristics of foreign nurse graduates 
who apply for licensure; (b) the number and characteristics of 
foreign nurse graduates who fail to obtain licensure and their edu* 
cational deficiencies; (c) the availability and effectiveness of reme* 
dial courses and their utilization by foreign nurse graduates; and (d) 
the number of foreign nurse graduates "certified" for employment 
temporarily, pending licensure. 

The contract also requires an analysis and summary of the State 
Nurse Practice Acts and State Boards of Nursing rules and regula- 
tions as they relate to licensure and temporary employment permits 
for foreign nurse graduates as well as an analysis and summary of 
U.S. immigration laws and regulations applicable to the immigration 
of foreign nurse graduates. 

Results of the ANA survey are expected in eaily 1974. The 
conclusions should assist in developing recommendation: and pro* 
grams to enable foreign nurse graduates already in this country to 
secure a license appropriate to their preparation. The information 
will also assist in determining whether or not changes are needed in 
immigration laws and regulations that deal with nurses. Finally, 
because many of the questions being asked in this survey are appro- 
priate for other categories of foreign health personnel, this survey 
may have value far beyond the specific area of the foreign nurse 
graduate. 



In returning specifically to the problems of the FMG, the inter* 
national political and ethical questions relating to the utilization of 
FMG*s in the United States are recognized; and while this Nation 
has not prohibited their continued entry, the problem of their 
proper integration into our health delivery system will not disap- 
pear^ How, then, are those directly concerned with FMG's and the 
licensing systems attempting to solve the problem? Three issues - 
the licensure and mobility of FMG*s, agency and organizational 
concern over competency, and pragmatic manpower needs of indi- 
vidual States show early signs of potential resolution and 
accommodation. 

The FMG continues to be treated differently than US. medical 
graduates (USMG*s) in the qualifying and licensing schemes of the 
States; but there has been an increasing uniformity, at least in 
examination requirements, with a concomitant reduction of some of 
the requirements unrelated to competency, such as State citizen- 
ship* As documented earlier, uniformity is being achieved by the 
adoption of FLEX by the States. Because FMG's are not eligible to 
take the National Boards, the individual State examinations and« 
thus, FLEX are increasingly becoming FMG exams: to illustrate. 
FMG*s now total about 75 percent of the candidates for State 
licensing examinations utilizing FLEX. (118) The adoption of 
FLEX has made it possible to standardize passing grades and, thus, 
open the door to greater geographic mobility of FMG's. For exam- 
ple, Arizona has amended its medical practice act to allow easier 
endorsement of FMG's. Under two conditions, the written examina- 
tion is waived: first, if applicants are licensed in another State by 
written examination and are board eligible in an approved medical 
specialty; or, second, if they are licensed by another State as a 
result of passing the FLEX examination. (1 19) Arizona, which uses 
FLEX, can now also use it as an indicator of the reliability of other 
States' licensing examinations. 

Unquestionably, the failure rate remains high on FLEX; but 
this is to be expected, if competency levels are to be maintained. 
For all FMG*s taking the complete FLEX from June 1968 to 
December 1972, 50.4 percent failed, as compared to a 14.8 percent 
failure-rate for USMG's. (120) While the FMG failure-rate remains 
high, FLEX now provides a basis for comparison of candidate per- 
formance among States and provides a standard definition of a 
failing grade. 

In seeking a solution to physician storages and maldistribution, 
there have been a number of interesting reactions by some States, 
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which at times have ted to a lowering of standards. Indiana showed 
an increase in the number of licenses issued in 1971, reflecting a 
new law that permitted FMG*s to take the State examination with* 
out prior U.S. hospital experience. (121) If the applicant passes, a 
limited two-year license under a preceptor physician is given, after 
which time the applicant is fully licensed. West Virginia, where 
most of the candidates for the State examination are FMG*s,had to 
lower its passing grade from 75 to 73.2, because a majority of the 
applicants were failing. (122). 

The recent Arizona law, mentioned above, also attempts such 
an accommodation. Under this law, a three-to five-year license may 
be issued to an FMG lacking one or more of the following: (a) 
ECFMG certification or its equivalent, (b) the required approved 
internship or postgraduate training, (c) U.S. citizenship, (d) a 
weighted^rade average of not less than 70 percent on a failed writ* 
ten examination. The Board has authority to determine annually 
the need for limited licenses and may grant them for practice in 
designated geographical areas, presumably with the observation and 
evaluation considered necessary. If, during this time, the FMG ob- 
tains U.S. citizenship and passes the State examination with a grade 
average of 75 percent or more, he will be granted a regular license 
on the expiration of his limited one. 

Scaling down licensure requirements to meet physician man- 
power needs is not a new development. Many States have special 
licenses or permits for medical practice, predominantly in State 
mental institutions. Such utilization of physicians has often been 
condemned as a form of cheap labor, but due to FMG*s willingness 
to accept these conditions and qualified physicians' lack of enthusi- 
asm to serve in these areas, these practices have continued. 

In the process of obtaining a regular iicense. Arizona's law per- 
mits not only the waiver of both ECFM'" certification and clinical 
training, but also permits the substitution of other test require- 
ments in lieu of ECFMG certification; Kentucky has also done so- 
(123) In New Jersey, a similar attempt to eliminate the require- 
ments of prior graduate clinical training and ECFMG certification as 
prerequisites to internship and residency programs was introduced 
in the 1972 legislative session. (124) New Jersey is known to have 
difficulty filling house-staff positions, and the 1971 AMA statistics 
show an FMG-USMG ratio of 295/383 interns and 718/1,027 resi- 
dents in that State. (125) Compounding the problem is the need of 
New Jersey hospitals for adequate numbers of house staff, on the 
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one hand, and the issue of the educational quality of house-staff 
positions that are mainly filled by FMG*s, on the other hand, 
USMG"s are not attracted to these programs due to their service 
orientation and lack of any real educational content. (126) There* 
fore» New Jersey is a State particularly subject to two pressures: (a) 
the manpower needs of its hospitals, and (b) pressure from FMG*s, 
including those of U,S, citizenship, to change its standards to allow 
for easier entrance into the State's health care system. 

The AMA has expressed concern over these legislative attempts 
to circumvent the clmical tr^^ining requirements and ECFMG certifi* 
cation by citing the extensive clinical training USMG*s obtain prior 
to internship, the competency screening function of the ECFMG 
test, and the great variations of foreign medical school quality. In 
recognizing the increasing phenomenon of the American FMG. due 
to limited U.S. medical school opportunities, two alternative path- 
ways to a U.S. medical program have been developed for those 
FMG's who would have been otherwise qualified for admission at 
home. Through the "Fifth Pathway/* sponsored by the American 
Medical Association, the qualifying student is sponsored by an ap* 
proved U,S, medical school for a year of supervised clinical ex- 
perience and then moves on to internship training. The Coordinated 
Transfer Application System (COTRANS). established by the As* 
sociation of American Medical Colleges in January 1970, provides 
for the transfer of U,S. citizens studying medicine abroad to Ameri* 
can medical schools. (127) 

Inasmuch as the great majority of FMG"s are not Americans, an 
alternative must be found for upgrading their training and compe- 
tency. Methods such as those of Arizona and West Virginia are open 
to criticism, because they lower the standards, A more direct 
approach - one that cannot be criticized as lowering standards — is 
to educate those FMG"s whose only barrier to practice is failure to 
pass the licensing examination. Failure on licensing examinations 
does not always reflect an inadequate foreign medical training. 
Other factors such as language and cultural barriers, lack of experi* 
ence in objective test-taking, and poor U.S, postgraduate training 
also contribute to the failure rate. Methods that could correct these 
deficiencies may Increase the supply of physicians without sacri- 
ficing quality. 

In 1971 alone, 3,625 of 10,373 FMG's who took State licens- 
ing examinations failed. (128) If a reasonable percentage of such 
persons could have their education upgraded, larger numbers of 
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practicing physicuiP' could be made available. Courses aimed at 
helping fMG's pass the ECFMG or State licensing examinations are 
not new; for example, the University of Miami School of Medicine 
has given such courses since 1961. A somewhat different approach 
has been taken in Puerto Rico under a contract from the Bureau of 
Health Services Research and Evaluation. (129) This program 
focuses on those FMG's who had failed the medical licensing exami- 
nations in Puerto Rico and attempts to Identify the characteristics 
of this particular class of FMG's In order to tutor thenri in their 
deficient areas of knowledge. Such a program should begin to pro- 
vide the basic Information needed In assessing the specific areas In 
which the education ot FMG's is deficient. 

Finally, It Is Important to note that most of the discussion of 
State licensing requirements for FMG's has focused on the consider- 
ation of the FMG as a potential practicing physician. Considering 
the tremendous variations of foreign medical education. It may well 
be a quixotic goal to expect entry of most or all FMG's directly 
into physician functions. Before decisions can be made about the 
role of the FMG in the domestic health scene, reliable data upon 
which to base those decisions must be made available. How many 
unlicensed FMG's are now permanent residents of the U.S.? How 
many have found employment In allied health roles? Are they 
functioning adequately in these roles; What is the actual educational 
content of hospital intern and residency training programs that are 
predominantly filled by FMG's? As questions of this nature are 
answered, policies on such matters as the introduction of some 
FMG's Into related health occupations may be addressed. In light of 
the expansion of delegated tasks reflected by the physician assistant 
and nurse practitioner programs, such a solution for the employ- 
ment of at least some FMG's may be more rational than the present 
all-or-nothing choice facing FMG's seeking physician licensure. 
Moreover, a survey of FMG's In allied health fields may Indicate 
that such employment is wide-spread. Hence, a nationally devel- 
oped policy might assure more appropriate regulation than what 
presently exists m a de facto situation. 

The introduction of the FMG into related health occupations, 
however, is certain to produce problems of its own. Two such prob- 
lems are (a) the regulation of the FMG in these auxiliary roles, and 
(b) the inevitable redefinition of the functions of U.S. postgraduate 
training in the education of FMG's. The employment of FMG's on a 
limited-license basis such as those presently in State mental health 
and chronic disease hospitals has led to their restricted practice of 
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medicine in these settings* A similar result may occur if the non- 
licensed FMG is designated as a physician extender, and inadequate 
supervision is provided. First, the temptation would be to exempt 
him from qualifying examinations for these dependent roles* AU 
though flexibility in eligibility requirements would be appropriate^ 
proof of competency for a particular health profession should be 
required because the quality of services provided must be main- 
tained. Second, the pressures to delegate more authority to the 
FMG physician extender would be great because his role would be 
constricted* rather than the expanded role of the usual physician 
extender. 

As far as the educational purposes of FMG postgraduate train- 
ing in this country are concerned* introduction of the FMG into 
related health occupations would cause many institutions to reas- 
sess their physician postgraduate training programs. Furthermore, 
the foreign policy implications of such a step can only be indicated 
here. This reorientation of the FMG's role in the U.S. health system 
would question directly not only the basic quality of every foreign 
country's medical education system, but would also require these 
countries to reassess their reasons for allowing their medical gradu- 
ates to come to the U.S. for further training. 

Despite the reservations cited above, the introduction of some 
FMG*s into related health occupations may be feasible. Methods 
could be devised that would place FMG*s of appropriate qualifica- 
tions into corresponding roles. For example, in a recent "Report 
and Recommendations Regarding the Use of Unlicensed Physicians 
in the Provision of Ambulatory Health Care in Private, Non- 
Hospital Clinics," the Comprehensive Health Planning Council of^ 
South Florida recommended that FMG credentials be accepted as 
the equivalent of approved training programs for physician assist- 
ants. (130) While the quality of foreign medical education may 
suffer by comparison with U.S. standards, it is nonetheless of con- 
siderable value. If the FMG is here to stay, then he should be 
integrated into the total health delivery team and not be forced into 
a mold that he may not fit. 
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